cin as well as 6 months of daily albendazole 400 mg b.i.d. for the first 3 weeks of every month. A week later he was readmitted due to recurrent syncope and hypotension. He had an elevated JVP and no breath sounds on the right side. There was also marked new eosinophilia. CT demonstrated a new massive right pleural effusion compressing the superior vena cava and right heart and necessitating emergency drainage of what was an overt empyema with a pH of 6.8 ( fig. 2 a) . During hospitalization he re-A 38-year-old otherwise healthy man presented to the emergency department with a 3-day history of fever, dyspnea, pleuritic chest pain, and hemoptysis. CT scan suggested a hydatid lung cyst ( fig. 1 ) without evidence of other organ involvement. Sputum microscopy revealed echinococcal protoscolices of various maturations, and sputum cultures yielded Acinetobacter baumanii. The patient refused surgery and was discharged for medical therapy with 2 weeks of oral clindamycin and levofloxa- 
cin as well as 6 months of daily albendazole 400 mg b.i.d. for the first 3 weeks of every month. A week later he was readmitted due to recurrent syncope and hypotension. He had an elevated JVP and no breath sounds on the right side. There was also marked new eosinophilia. CT demonstrated a new massive right pleural effusion compressing the superior vena cava and right heart and necessitating emergency drainage of what was an overt empyema with a pH of 6.8 ( fig. 2 a) . During hospitalization he re-A 38-year-old otherwise healthy man presented to the emergency department with a 3-day history of fever, dyspnea, pleuritic chest pain, and hemoptysis. CT scan suggested a hydatid lung cyst ( fig. 1 ) without evidence of other organ involvement. Sputum microscopy revealed echinococcal protoscolices of various maturations, and sputum cultures yielded Acinetobacter baumanii. The patient refused surgery and was discharged for medical therapy with 2 weeks of oral clindamycin and levofloxa- fused definitive surgery again and so was treated only with IV piperacillin/tazobactam and clindamycin as well as with his previously prescribed oral albendazole regimen. He was then released for a further 5 months of oral albendazole therapy. Two years later, the cyst seemed empty with surrounding pleuropulmonary fibrosis ( fig. 2 b) . Lung involvement occurs in 10-30% of cases of cystic echinococcosis. Most patients remain asymptomatic for years, with 50% presenting with complications on initial diagnosis [1] . In patients from endemic areas, therefore, hydatid disease should be included in the differential diagnosis of a one-sided pleural effusion even years after migration. Principal complications are cyst rupture causing pneumothorax, pleural effusion, empyema with secondary seeding, and superimposed infection manifesting as a pulmonary abscess [2] , as in this patient. Two rapidly fatal complications are anaphylactic shock or tension pyopneumothorax. Treatment is surgery with subsequent chemotherapy [3] . Long courses of albendazole or albendazole with praziquantel are usually given when surgery is not available. Although response to medical therapy alone is usually poor in large lesions, it may sometimes result in a good clinical outcome [3] , as was the case in our patient.
